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Introduction
The first successful repair of a ruptured abdominal
aortic aneurysm was reported in 1954 by Gerbode.1
Since then ruptured abdominal aortic aneurysms con-
tinue to have a high overall mortality rate of about
50%.2 Among patients over 80 years of age a mortality
rate of 92% was reported compared to those younger
than 80 years with 68%.3,4 Considering these results
some think a selective policy should be adopted in
deciding whether patients are likely to survive.4 How-
ever, others think that every patient with a ruptured
abdominal aortic aneurysm should undergo surgery.5
Case Report
A 96-year-old female with an uneventful past medical
history presented with an acute episode of abdominal
pain and a palpable pulsating abdominal mass. Bed-
Fig. 1. Abdominal contrast CT showing a retroperitoneal perforationside ultrasound performed by the emergency physi-
as well as aneurysmal extension into the right iliac artery.cian detected a 4.2×4.1 cm infrarenal aneurysm.
Contrast computed tomography confirmed the dia-
gnosis and revealed a retroperitoneal perforation as placement of a bifurcation graft to the tube graft
well as extension into the right iliac artery (Fig. 1). was necessary. Total infrarenal clamping time was
The patient was taken to the operating theatre and extended to 139 min in addition to prior in-
underwent resection of the leaking abdominal aortic fradiaphragmal clamping of 9 min. After intensive care
aneurysm with placement of a tube graft. After de- therapy for 12 days the patient was transferred to
clamping rupture of the right iliac artery occurred at a general surgical ward and was discharged to a
a blood pressure of 140 mmHg so that an additional rehabilitation facility for physical therapy after 4 weeks
of inpatient hospital care. She did not suffer from any
neurological disorders and was able to continue her∗ Please address all correspondence to: D. Dsˇbrich, Department of
Surgery, Klinikum Hof Eppenreuther Str., 9D-95032 Hoff, Germany. previous life after rehabilitation.
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Discussion aneurysmal iliac artery was left and a tube graft placed
to minimise operative time. Unexpected rupture of the
distal anastomosis required a further bifurcation graftMost studies have estimated that 2% to 4% of adults
placement. Though clamping time had to be extendedwill eventually develop aneurysms of the abdominal
and further blood transfusion was necessary the for-aorta.6 As up to 66% are unrecognised,5 rupture is
tunate outcome supports the opinion that age shouldfrequently the first manifestation of an abdominal
not be used as a single predictor of outcome in in-aortic aneurysm. Risk of rupture and long-term sur-
dividual cases. To our knowledge, this is the oldestvival of patients without operation depends on the
patient reported as having undergone successful aorticsize of the aneurysm. The 5-year rate for rupture of
aneurysm repair.aneurysms ranges from 75% in those measuring 7.0 cm
or more to approximately 10% of all aneurysms less
than 4.0 cm.7 Due to a 30% rate of initial misdiagnoses
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